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FINANCING FAMILY DOCTOR CARE

It is very right and proper to discuss ideal family
doctor care, but some method must be devised for
paying for it. A conference in London in October dealt
with the various systems of financing this type of care,
and participants attended from many countries of the
world. It was organized by the Medical World, a
London medical journal, and it is interesting to com-
pare the statements made at the conference on behalf
of tife British, United States and Soviet Union systems.
Leading speakers for Britain seem to have been uni-
versity teachers in social administration, and one of
these, Dr. Abel-Smith, made a number of provocative
remarks about the medical profession and its payment,
as befits someone from the London School of
Economics. This speaker remarked that the different
systems of paying doctors to be found throughout the
world were to a very large extent the consequences of
collective bargaining between representatives of doctors
and representatives of patients. Much depended on who

had produced the first organization and who had the
political lobbying power. He thought it remarkable that
the principal methods of payment held to be the best
traditionally were so often the best financially. He
also said that Medicine and the Law were two occupa-
tions in which the receipt of tips had become formalized
and gained general respect. Statements such as the
above were no doubt entertaining to the audience, but
it is doubtful whether they are significant or helpful;
it seems odd to consider that a fee paid for a service
rendered should be classified as a tip. However, Dr.
Abel-Smith did make some very pertinent points in
suggesting that to decide whether payment should be
by capitation fee, fee for service or salary, patients
should ask whether the system encouraged good diag-
nosis, adequate consultation, continuity of care, con-
tinuing education of the doctor and the proper practice
of psychosomatic medicine. No doubt there are some
geniuses capable of asking these questions and answer-
ing them. So far, however, no one has succeeded in
doing so. S. S. B. GILDER
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FAILURE OF PROLONGED TREATMENT
OF CHRONIC URINARY-ThACT
INFECTIONS WITH ANTIBIOTICS

Chronic urinary tract infections are commonly associ-
ated with pathological conditions such as structural
abnormalities of the urinary tract, renal calculi, diabetes
mellitus, repeated instrumentation or surgical manipu-
lation, or with pregnancy. Chronic urinary infection is
not uncommon in the absence of any of these pre-
disposing conditions, or after their correction, and is
often refractory to antimicrobial therapy, or recurs after
cessation of treatment.

It has been postulated that chronic urinary tract in-
fection may be analogous to subacute bacterial endo-
carditis in which organisms are sequestered within the
fibrous tissue of the heart valves. It has also been
suggested that the brief courses of therapy commonly
used to treat urinary sepsis may not be adequate for
elimination of bacteria from the renal tissue. Turck et
al. (New Engi. I. Med., 267: 999, 1962) undertook to
determine whether prolonging therapy for a period of
six weeks would result in a higher incidence of cures
and in a diminution of recurrences.

Forty patients with chronic Gram-negative bacilluria
were treated for six weeks with demethylchlortetra-
cycline, chioramphenicol or an oral derivative of kana-
mycin (kanaxnycin-3-phenyl salicylate). Twenty-five of
the 40 became abacteriuric during treatment, but only
eight (20%) were bacteria-free six weeks after therapy.
The remaining patients demonstrated either persistence
of the initial pathogen (21 cases), or replacement of
the initial pathogen by another bacterial species or
different serotypes of the same species (11 cases). Pa-
tients who became abacteriuric did so within the first
two weeks of therapy, and continuation of treatment
after that period in patients with persistent bacteriuria
was futile.

HASHIMOTO'S THYROIDITIS

Hashimoto's thyroiditis is considered to be an auto-
immune disease because high titres of circulating thy-
roid antibodies are present in the serum, and because
a similar lymphocytic thyroiditis occurs in animals im-
munized with Freund's adjuvant and saline extracts of
homologous thyroid glands. For these reasons, cortisone
would be expected to be of value in treatment.

Pharmacologic doses of cortisone were administered
by Blizzard et a!. (New Engi. J. Med., 267: 1015,
1962) for six months to three adolescent females with
Hashimoto's thyroiditis. Before treatment the patients
showed evidence of hypothyroidism and had large,
firm goitres; the diagnosis was confirmed by biopsy.
The 24-hour 1131 uptakes were normal but did not
increase with administration of thyroid stimulating
hormone (TSH). Significant dumping of I's' with
potassium thiocyanate (KSCN) administration occurred
in the two patients in whom this procedure was evalu-
ated. Within three weeks of treatment their thyroid
glands were barely palpable. The thyroxine-binding
protein did not change during therapy, but the protein-
bound iodine and butanol-extractable iodine became
normal, and the patients were clinically euthyroid. The
levels of agglutinating, complement-fixing and thyro-
cytotoxic antibodies progressively fell. However, the
1131 did not change significantly or increase with TSH
stimulation, and I's' dumping with KSCN was still
demonstrable in all three patients.

Despite the rapid improvement of the clinical
picture of Hashimoto's thyroiditis after treatment with
adequate dosage of cortisone, there was prompt re-
gression with cessation of therapy or with significant
dosage reduction. Desiccated thyroid remains the agent
of choice for the treatment of patients with this disease.
(Medical News in Brief continued on advertising page 25)
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WHEN YOU SPECIFY

CEFRACYCLINE
your patient gets

HIGH DUALITY, Low COST
BUFFERED
TETRACYCLINE

.I.o66t

Charles E. Frosst & Co. tetracycline dosage forms are
manufactured in Canada. Subjected to constant and
exacting Frosst quality control, "Cefracycline" con-
forms to the highest pharmacopeial standards.

. TABLETS
Each tablet contains 250 mg. tetracycline hydrochloride.
DOSAGE: Adults: One tablet four times daily. This dose may
be moderately exceeded under special circumstances.
Children: 8 mg. per pound of body weight per day, in divided
doses, e.g., children weighing 30 lb. - i.4 tablet four times
daily: 60 lb. - . tablet four times daily.

Bottles of 16 and 100 tablets

SUSPENSION
Each 5 cc. teaspoonful contains tetracycline equivalent to 125
mg. tetracycline hydrochloride.
DOSAGE: Children: 8 mg. per pound of body weight per day,
divided into 4 doses, e.g., children weighing 30 lb. - Y. tea-
spoonful four times daily: 60 lb. - 1 teaspoonful four times
daily.
Adults: 2 teaspoonfuls four times daily.

Bottles of 60 cc.

MEDICAL NEWS in brief
(Continued from page 27)

as well as various aspects of the
understanding and evaluation of
boys and girls who are between
12 and 21 years of age.
The methods of instruction will

include case presentations, discus-
sions, question periods, and lectures.
Among the subjects to be covered
are obesity, menstrual problems,
management of the adolescent's
office visit, skin problems, physio-
logical and psychological character-
istics of adolescence, school failure,
cardiac, gastrointestinal and endo-
crine disorders, scoliosis, athletic
injuries and other orthopedic prob-
lems, and the treatment of every-
day personality and emotional
difficulties.
The registration fee is $5.00 and

the tuition, $150.00. An additional
charge of $25.00 is made to cover
the cost of meals. Apply to Assistant
Dean, Courses for Graduates, Har-
vard Medical School, Boston 15,
Mass., U.S.A.

INTRAVENOUS
GAMMA GLOBULIN
With the expanding use of

gamma globulin or e prophylaxis
and treatment of various infections,
cases frequently occur which re-
quire it to be administered in rela-
tively large doses. Intramuscular
administration of large amounts is
difficult and there are limitations.
Attempts have been made from

time to time to inject gamma
globulin intravenously, and the re-
ported experience of intravenous
administration of gamma globulin
has been summarized 'by Schultze
and Schwick (Deutsch. Med.
Wschr., 87: 1643, 1962). The severe
toxic reactions were believed to be
due to the physical characteristics
of the preparations; attempts have
therefore been made to improve
the solution and to make it less
toxic. Schultze and Schwick have
developed a new intravenous solu-
tion of gamma globulin and de-
scribe its properties, as determined
by ultracentrifuge, Tiselius-electro-
phoresis and immunoelectrophore-
sis. Removal of the complement-fix-
ing property of the globulin was
achieved, and this was proved by
direct and indirect methods. Satis-
factory levels of antibodies are
present in this new preparation,
which is free of pyrogenic sub-
stances.
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TRItOFUR Ensey, J. E.: Am. J. Obat. & Gynec. 77:155 (Jan.)
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MANAGEMENT OF THE
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